surgery except for examination under anasthesia and repeated biopsies for histology.
The third case occurred in a mentally defective patient. All investigations have proved negative, except that biopsy showed some equivocal giant cell systems (but no tubercle bacilli). X-rays of the chest were negative and there is no evidence of other disease. On the strength of the few giant cell systems she was put on a threemonths' course of streptomycin, PAS and isoniazid, but a recent inspection shows no improvement; in fact, the reverse, the sphincters now becoming eroded.
One other patient who may have some bearing on the aetiology of these cases was a man who had a one-stage total colectomy and ileo-rectal anastomosis for an acute exacerbation of a relapsing ulcerative colitis. The result is not good; the patient is unhappy. At his best he has 8 stpols per day, at his worst, 12; there are 1-3 at night. He is a publican and insists on continuing his beer, and that may be a factor.
He has a considerable ano-proctitis and persistent ulceration of the median raphe of the perineum.
We have, I am sure, all seen cases of nonspecific granular proctitis which have slowly spread upwards to give rise to ulcerative colitis. Likewise we have seen ulcers, similar to those I have described, in association with established ulcerative colitis. I wonder whether these ulcers, which occur alone, could be an anal and perianal manifestation of one and the same disease? Also are we correct, when rheumatoid arthritis complicates ulcerative colitis, in regarding it as cause and effect? Might there not be a common aetiological factor?
These ulcers which I have described are characterized by chronicity and a relentlessly progressive nature, are curiously painless and intransigent to treatment; and as far as I am aware are of unknown aetiology.
Mr. C. I. COOLING (London) read a paper entitled Proctology and the Undergraduate.
Meeting February 11, 1959 The Management of the Perineal Wound After Abdomino-perineal Resection Why Leave the Perineal Wound Open? By DONALD BARLOW, M.S., F.R.C.S.
London
Introduction.-Those who have had the care of cases after abdominoperineal resection of the rectum cannot fail to be touched by the sufferings of patients who undergo repeated packings and dressings of a large perineal wound.
Primary closure of the perineum is a practical proposition in the majority of cases. Experience in both thoracic and general surgery allows the principles of the one to be applied with advantage to the other.
It has been customary in general surgery to believe that a large cavity left in the body after a major resection requires drainage. This is untrue provided himostasis is ,complete and provided there is no mucus-secreting or actively discharging source of infection into. the cavity. If serum accumulates, as it, often does, it can be left alone unless it, bulges the perineum undulywhen it can be aspirated.
In pneumonectomy, even where the lung has been full of pus and 'where it had already perforated and. formed an empyema, the chest can be safely, 'closed 'with9ut -drainage, again provided the'br'onchusiscomp,letely closed and covered with' a living ,gra,ft,' hamosasis assured and any empyema excised., Abdominoperineal resection.-Some years ago, these reflections led the writer to wonder whether after abdominoperineal resection, the perineal wound could not be closed with safety.
Owing to the difficulty in keeping a satisfactory perineal dressing in position, sepsis and even secondary himorrhage were not infrequent. Urinary difficulties, the need for prolonged catheterization, and later urinary sepsis were matters of moment.
TIhe writer first closed a perineal wound completely some six years ago. Earlier he had closed the perineum but used a closed drain with slight suction. This was soon abandoned, as it was in the case of pneumonectomy, because of risk of sepsis and because the drain was unnecessary.
After radical surgery the levatores ani have largely gone but there is plenty of fatty tissue and skin to bring together in a good thick wound closure.
Routine closure is now adopted except in rare cases where special contraindications apply.
Average convalescence is two to two and a half weeks. If complete closure is more widely .adopted, resection of the rectosigmoid will lose its sinister reputation and patients will be able to go home in as short a time as they would after a simple laparotomy. As with complete closure after pneumonectomy, sterile fluid may persist for a while within the lower pelvis.
Urinary troubles are minimized and normal urinary flow is established after twenty-four to forty-eight hours.
Some essential details require attention:
(1) Hemostasis must be exact and painstaking. It is the writer's practice to avoid the synchronous combined method and instead to do the whole of the operation himself. A thorough clearance of the pelvic tissues is carried out including the removal of the greater part of the levatores ani, but the extent of the evacuation of the pelvic floor depends to some extent on the site of the growth. The peritoneum is not closed until, by inspection with powerful beamed lights, the surgeon is satisfied that the field is dry, but however dry the field is, the cavity none the less does tend to fill later with serum and blood. The essential point is to prevent this becoming infected. Thus a strictly aseptic technique must be used throughout the operation and a long time should be spent in thoroughly sterilizing the whole of the perineal skin.
(2) An end colostomy is established. It is a mistake to use a "loop" type of colostomy if a preliminary colostomy is required. If it is necessary, two separate ends should be madethe proximal through a stab trans-rectal incision so that it can later be excised at the major operation, i.e. there must be no question of a distal colostomy stump in the wound. Complete closure is impracticable if a perineal, as opposed to abdominoperineal, resection is performed.
(3) If, in the course of operation, it proves necessary to do a hysterectomy because of malignant involvement of the uterus, total removal of the latter is required and the roof of the vagina properly invaginated. If the cervix remains, this leaves a potentially secreting surface. Similarly, in the male, if the seminal vesicles are damaged, primary complete closure is inadvisable. Catgut only is used for ligatures. On examination.-Slight abdominal distension without tenderness. On rectal examination a diffuse nodularity was apparent on palpation, and on sigmoidoscopy numerous pale polypoid lesions were observed.
CASES
Laboratory and blood examinations were normal.
A barium enema showed a stricture in the pelvic colon and numerous polyps throughout the large bowel.
Laparotomy (H.R.T.) was carried out because it was felt the symptoms were semi-obstructive due to the stricture in the pelvic colon. At operation polypoid lesions were present in the gastro-intestinal tract from the duodenum to the anus. In the distal large bowel, the mucosa was almost obscured by polyps. The spleen and liver were enlarged and there were large soft mesenteric and para-aortic lymph nodes.
A Hartmann's operation with mid-transverse colostomy and resection of distal colon was carried out. In the resected specimen, as well as large numbers of smooth round polyps, there was an area of diverticulitis 3 in. (7 5 cm.)' long in the sigmoid colon, with narrowing of the lumen, fibrosis and abscess formation in the pericolic fat.
Histology.-The polyps were composed of a mass of lymphocytes covered by attenuated mucosa. There was invasion of the submucosa at a number of sites. The appearance was that of a diffuse lymphosarcoma of the colon, the polyps being the result of neoplastic proliferation of the intestinal lymph follicles. The pericolic and aortic nodes showed loss of differentiation. In the region of diverticulitis there was neoplastic proliferation within the diverticula.
Six months post-operatively, the patient is active and carrying on his normal activities. Perforated Meckel's-Diverticulum from Peptic Ulceration with Simultaeous Hsmorrhage.
-P. E. B. HOLMES, F.R.C.S. (for HAROLD EDWARDS, C.B.E., M.S., F.R.C.S.). A male child, 10 months old, who had been treated for aneemia and abdominal pain on several occasions, was brought to hospital with severe intestinal colic associated with vomiting. Laparotomy revealed a large quantity of free dark blood in the peritoneal cavity, the cause being a perforated peptic ulcer at the base of a Meckel's diverticulum, lined by gastric epithelium. Resection of the gut bearing the diverticulum was performed with uneventful recovery.
The occurrence of hemorrhage with perforation is a combination rarely reported. The age of the child is also unusual.
